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erences The anomalous LAD arising from proximal RCA was recognized
to course between aortic root and the right ventricular outﬂowUekita H, Miura S, Yamaguchi O, Hagiwara K, Fujii N, Nakano S, Abe Y,
Ishibashi  T. A rare anomaly of LAD mimicking CTO. J Cardiol Cases 2014;9:
11–4.
Andreou AY. Angiographically “missing” coronary artery: occluded or aberrant?
J Card Surg 2013;28:278–9.
Andreou AY. Right-sided coronary artery origin: interarterial or intraseptal
tract (RVOT). We  agree that the coronary angiographic ﬁndings
of the long LAD, which runs anteriorly toward the AIVS forming
a shallow caudal loop below the pulmonary valve and supplies a
few branches to ventricular septum, suggest an intraseptal course
of anomalous LAD. However, the course of isolated LAD anomaly
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ly to Letter to the Editor
r  Dr. Andreou,
We  appreciate your comments and the opportunity to address
e issues in our case report.
Our case is of a type IV dual anterior descending artery (LAD)
h chronic total occlusion (CTO) at segment 2 of the right coro-
y artery (RCA). The anomalous long LAD diverged from just
ximal to the ostium of RCA. The anomalous LAD was fortunately
ged by right coronary angiography. We  agree with your sug-
tion that conventional angiography has the potential to fail to
onstrate the anomalous long LAD because of deep engagement
he RCA with catheter tip. There is another perspective whether
 vessel directly arising from left main trunk (LMT) and running
ng with the high anterior interventricular sulcus (AIVS) is the
rt LAD or the CTO of proximal portion of LAD. If RCA is normal
 able to supply collateral blood ﬂow to the anteroseptal wall of
 left ventricle, we can easily recognize the vessel arising from
T as CTO of LAD. However, in our case, RCA was  occluded with
possibility to supply any collateral vessels to the territory of
 proper LAD. Therefore, the interpretation of the coronary tree
s difﬁcult to understand. Moreover, if the long LAD had not been
onstrated by right coronary angiogram, we would have been
sumably confused because it meant that the anterior wall of the
 ventricle with normal contraction by echocardiography was not
plied by any blood ﬂow. In this instance, we should probably use
20-row area detector computed tomography (ADCT) to evalu-
 structural aspects of coronary artery, including coronary artery
malies such as LAD originating from main pulmonary artery or
ctly diverged from right sinus of Valsalva, because of the clin-
 usefulness of computed tomography angiography previously
orted [1,2]. Myocardial perfusion scintigram is also necessary
valuate myocardial viability as a further examination to resolve
 discrepancies. We  learned a lesson that the diagnosis of coro-
y anomalies can be made not only by the coronary angiography
 also by a multifaceted approach.
DOI of original article:http://dx.doi.org/10.1016/j.jccase.2013.08.011. httping from RCA is sometimes difﬁcult to conﬁrm precisely from
 ﬁndings of conventional coronary angiography alone except in
 presence of external muscular compression during contracting
se in the case of intraseptal course [3–5]. More importantly, the
sibility of cardiac ischemia induced by isolated LAD anomaly
ing from the opposite sinus of Valsalva cannot be completely
luded even when the anomalous LAD is suggested to run an
aseptal course from the coronary angiographic ﬁndings [6]. The
rse was  usually reported as being benign because it rarely shows
scle compression from the ventricular septum [7]. However, in
 case, the territory of RCA was  suspected to be old myocardial
rction or to be exposed severe ischemia from the ﬁndings of
ctrocardiography and echocardiography. If there is persisting
ocardial viability in the territory of RCA and exercise-induced
clinical ischemia in the territory of the anomalous long LAD
t supplied collateral blood ﬂow to the left ventricular inferior
ll, is the situation really benign? Fortunately, myocardial scintig-
hy revealed no exercise-induced ischemia in the territory of
 anomalous long LAD and no cardiac viability in the area of
.
In this letter, we  would like to emphasize from our case
ort that not only structural evaluation of coronary tree with
ithout anomalous coronary arteries and other atherosclerotic
onary lesions from computed tomography angiography in addi-
 to conventional coronary angiography, but also the functional
mination including exercise stress myocardial scintigraphy for
ecting subclinical cardiac ischemia is important for making ther-
utic strategies for this patient.
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